Comment
It is thought that this patient's cataracts, and probably most of her mental disturbance too, were due to the hypoparathyroidism. Psoriasis has long been thought to be associated with hypocalczmia. In several cases (Vickers & Sneddon 1963) the psoriasis has been observed to fluctuate with the blood calcium, being severe when it is low and clearingwhen it is high. It is not suggested, however, that a low blood calcium is the specific cause for psoriasis, nor that psoriasis is the only skin disorder provoked by a low blood calcium. REFERENCE Vickers H R & Sneddon I B (1963) Brit. J. Derm. 75, 419 The following cases were also shown: On examination: Knees clinically normal, but there was active inflammation of the hands and left ankle. Nothing else abnormal was found except bilateral inguinal hernie. Elective operation on the latter was arranged (Mr Philip King) so that at the same time it could be seen to what extent the arthritis in the ankle would subside during a period free from weight-bearing. The ESR was 15 mm in one hour (Westergren). Serum tests for rheumatoid factor and X-rays of the hands and feet confirmed the diagnosis of rheumatoid arthritis.
In early April, while he was awaiting operation, both knees became swollen and painful. On Cases 20.4.64 he sustained a sudden pain at the back of the right knee spreading to the calf. This occurred during active knee extension, and was followed by diffuse swelling of the right lower leg with pitting cedema and induration of the calf. In May he was admitted to the surgical ward for herniorrhaphy. At this time the girth of the right calf was 5 cm greater than the left and slight peau d'orange was present over it. Homans' sign was negative and no thrombosed veins could be palpated. Aspiration found a narrow tissue plane from which a few drops of slightly turbid viscous fluid could be withdrawn. The calf swelling subsided with bed rest but did not disappear. With increased mobility after discharge his arthritis became worse and the swelling in the right calf became particularly painful. When seen again as an outpatient he was in considerable pain. With the relapse of the arthritis the left knee became tensely swollen, but the right knee did not, presumably because it was able to discharge the synovial fluid into the calf, which at this time was so hard that surgical decompression was considered because of the danger of ischamic necrosis of muscle. However, the calf decompressed itself by prolonged drainage through a needle puncture wound made in an unsuccessful attempt to find a collection of fluid to aspirate.
At this stage an arthrogram, using 20 ml of Hypaque injected into the right knee, showed free movement of contrast into the tissue planes in the calf. It was not possible to move fluid from the calf back into the knee.
On 27.5.64 the patient was admitted to St Stephen's Hospital, where the condition improved following intra-articular hydrocortisone and bed rest.
Acute rupture of synovial cavities distended with fluid is probably commoner than is generally realized (Dixon & Grant 1964) . The rheumatoid knee is most frequently affected and presents as painful swelling of the calf, usually misdiagnosed as deep venous thrombosis. The distinction is important because anticoagulant therapy may produce a large hEematoma at the site of rupture. The condition usually settles with a few days' rest in bed and intra-articular hydrocortisone. To date we have not observed the development of chronic rupture (Baker's cysts, synovial cysts in the calf) as a sequel to acute rupture although, no doubt, this can occasionally occur. Duplication of the Small Intestine Associated with a Bleeding Stomal Ulcer in an Infant R A Roxburgh FRCS (for Norman Tanner FRCS) M M, boy, aged 3 months History: Admitted on 9.12.63 as an emergency with painless rectal haemorrhage. Apart from slight blood-staining of his napkins one month previously his progress had been normal until the day before admission when his mother noticed that he was pale. Next day he passed a considerable amount of blood per rectum.
On examination: No abnormality found apart from 'tomato ketchup' stools and Hb 45%. Initial management: A provisional diagnosis of bleeding Meckel's diverticulum or intussusception was made. After blood transfusion an examination under anesthesia revealed no abdominal mass and no polyp was found on sigmoidoscopy. At laparotomy a sequestrated cyst in the mesentery near the upper jejunum and duplication of most of the small bowel were found. There was no blood in either small or large bowel and there was no Meckel's diverticulum. No ulcer was felt in the small bowel and no polyp in the large. As there was no indication of the source of the bleeding no remedial measures were possible. The cyst (small intestinal mucosa) was anastomosed to the small bowel and the abdomen closed. Progress: Intermittent bleeding continued and Hb fell from 84% to 45%. Aspiration of the stomach, a barium meal and follow through, and a search for a bleeding diathesis all proved unrewarding. On 31.12.63 he had two further massive bleeds which necessitated another laparotomy.
Second laparotomy: Blood was present in the whole solon, most of the normal bowel and for a short distance up the duplicated bowel. A stomal ulcer was felt at the point where the doublebarrelled bowel finally merged into a single lumen (Fig 1) . The bowel was opened at this point and the bleeding vessel under-run. Mucosal biopsy close to the ulcer showed gastric type epithelium. A slightly narrowed segment in the duplicated bowel higher up was widened by the Finney method and the mucosa here was also shown to be gastric in type. The blind upper end of the duplicated bowel was anastomosed to the normal small bowel and the abdomen closed. 
